We followed a systematic and rigorous procedure as described below to meaningfully map the care team for each patient and to administer the surveys to the clinicians.
Step 6: Determining Clinicians with Direct Contact with a Patient and Consequently Members of the Patient Care Team Our objective was to include those clinicians on a patient care team who had direct contact with the patient during their hospitalization. The likelihood of direct contact was assessed using appropriate role-based criteria that were determined in consultation with hospital representatives. This assessment procedure, as described below, was identically implemented across each patient condition.
All orders and documentation entries were summarized by patient, and then by clinician associated with the patient.
From the CPOE order set detail, the identified responsible physician was included as a team member.
Other clinicians associated with a patient care team were determined based on documentation entries made by a clinician. We considered documentation entries made by a clinician as more indicative of direct contact of the clinician with a patient in the patient's care process, compared to a clinician simply entering an order into the CPOE system on behalf of the responsible physician. We use this heuristic as documentation entries by the clinician were more apt to require a bedside visit, thus additional physicians, as well as mid-level clinicians (PA, NP, CNM) who made documentation entries were included as clinicians in the patient care team. Nurses (RN, LPN), who are more apt to make routine entries on behalf of other team members than an MD or PA, were included on a team with a documentation entry, and any combination of entries to the documentation and CPOE order system exceeding two entries.
Other clinicians, such as pharmacists, anesthesiologists, and dieticians, who provided services across a broad range of patient conditions were also identified through the order and documentation entries. However, these clinicians were only identified in a few instances and were not included in a patient care team.
Therefore, the care team that was identified for a patient was comprised of the responsible physician, and other physicians, mid-levels, and nurses that would have most likely presented themselves at the patient bedside throughout the patient stay.
Step 7: Assigning a Clinician to a Survey for One of the Patient Conditions This step focused on ensuring that a clinician was assigned to complete a survey for one patient condition. Although most clinicians mapped to one patient condition, there were clinicians who cared for multiple patient conditions. This was especially true for float pool, pre-admission testing, and pre-op/post-anesthetic care unit (PACU) nurses. Nurses that had cared for patients in multiple conditions were assigned to complete a survey for one condition based on a careful consideration of the volume of patients and the patient condition.
Step 8: Validation Process Throughout the team formation process, input was sought from the CMIO, Chief Medical Officers, Chief Nursing Officers, and Nursing Management. A final review of the team creation process was completed with the CMIO, and cross-validation using separate archival data was performed on a sample of teams. Through the cross-validation, the CMIO was satisfied with the representation of the patient care teams and the rigor associated with the process. While nurses such as RN's and LPN's were included as team members, the inclusion of clinical partners whose role on the units were more administrative than fully trained nurses, required additional discussion with nurse management. Through the discussion, the nurse managers felt strongly that the role of clinical partners should be excluded from the study, as they were not sufficiently trained to understand the features embedded in the system, or make alterations to the clinical care processes.
Step 9: Managing the Survey Process Once each clinician was assigned to one patient condition, additional information for each clinician and patient team (e.g., clinician hospital unit assignment, patient team size, number of patient care teams for each clinician, date of first survey request, survey completion date, date that the clinician was excluded from the study for reasons such as the clinician not being employed at the hospital anymore) was integrated to facilitate the progression of survey data collection process. This additional information was useful in tracking overall response rates and progress towards obtaining at or above an 80% response rate for each team. The survey collection process began in the third week of October 2012 after the pre-tests and the team formation process.
Appendix B Control Variables

Construct
Definition And Informing Sources Measurement Approach Team Average Age Average age of individuals in a patient care team • Clinician survey (single-item measure)
• Mean of age of team members Perceived Usefulness
The degree to which a patient care team believes that system use would enhance team performance • Clinician survey (three-item reflective measure) • Aggregation through direct consensus Perceived Ease of Use
The degree to which a patient care team believes that use of a system will be free of effort • Ratio of physicians to other clinicians (e.g., nurse, midlevel) on a team
• Computed using archival data from hospital Cross-Nesting Index For each individual clinician in our sample, we calculated the number of teams (patients) that they represented. Then, for each team we calculated the average number of teams that its team members were part of.
• Computed using archival data from hospital 
Appendix D Measurement Invariance and Common Method Bias Analysis
Measurement Invariance: In order to compare low and high mortality risk patient condition groups, it was necessary to drop certain items to establish measurement invariance. For the perceived usefulness and perceived ease of use constructs, we deleted the problematic items which included productivity and mental effort in their stem. Similarly, some of the appropriation measures, including "The developers would agree with how our team used the system" and "There was no conflict on our team with respect to the CPOE system," accentuated measurement variance, and were subsequently deleted. The trimmed measures resulted in improved construct validity, higher AVE scores, and improved measurement invariance, without substantially changing content validity of the affected constructs. Common Method Bias Analysis: Common method bias is considered a significant threat to construct validity, resulting from the simultaneous measurement of the dependent and independent variables with the same instrument (Podsakoff et al. 2003) . We rely on clinician surveys for the independent variables and a third-party patient satisfaction survey for the dependent variable. Therefore, the independent and dependent variables are collected separately from two instruments, as well as from a completely different set of respondents, thereby eliminating the principal source of common method bias. Additionally, as per recommended procedures, we evaluated the correlations among the study constructs by conducting a marker variable analysis (Malhotra et al. 2006) . We identified the lowest and second lowest correlation variables that were collected during the survey process. Adjusting for and , the correlations among the study variables did not change at the second decimal level, nor was there a change in significance level. The average correlation change for was -.00110, and for .00116, indicating that common method bias is not a concern with our data. (1) The developers of the CPOE system would agree with how our patient care team used the system.* (2) Our patient care team used the CPOE system properly. (3) The original developers of the CPOE system would view our patient care team's use of the system as appropriate. (4) (1) Including the responsible physician, our patient care team directly entered CPOE medication orders for ___percent of unique patients. (2) Our patient care team ensures that ____ percent of all patients had at least one diagnosis entry. (3) Including the responsible physician, our patient care team consistently utilized the drugdrug interaction alerts provided by the CPOE system as a prompt to find safer alternatives. (4) Including the responsible physician, our patient care team consistently utilized drug-allergy interaction alerts provided by the CPOE system as a prompt to find safer alternatives. (5) Including the responsible physician, our patient care team consistently used CPOE to update and monitor real time patient status such as vital signs, medication orders, and lab results. (6) Including the responsible physician, our patient care team consistently used CPOE for clinical decision support-such as advice on medical conditions like sepsis, or for drug prescribing. (7) Including the responsible physician, our patient care team consistently used progress notes to update other team members on the care of our patients. (8) Our patient care team consistently used the standard CPOE order sets in the care of our patients, unless patient conditions prompted changes to standard protocols. (a) All hypotheses were supported with the inclusion of CNI was a control. (b) Standardized coefficients are reported. ***p < .01, **p < .05, *p < .10, NS: Not significant. (c) We evaluated the robustness to the inclusion of the interaction effect of CNI with each of the theorized predictors. We found all hypotheses to be supported and only nominal changes to the path coefficients and standard errors. All but one interaction was nonsignificant (CC × CNI  IP for low mortality group, p < .1). 
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